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This report is the result of a follow up survey 

conducted on July 18, 2023, at Jefferson Regional 

Medical Center, d/b/a Jefferson Hospital,  as the 

result of a previous Department of Human Services, 

Chapter 5100 Mental Health survey that was 

concluded on March 1, 2023.  

It was determined the facility was in compliance with 

requirements of the Chapter 5100 Mental Health 

regulations.
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